AIMS: To describe the involvement and input of physicians and nurses in cardiopulmonary resuscitation (CPR / do not attempt resuscitation (DNAR) decisions; to analyse decision patterns; and understand the practical implications. DESIGN: A Qualitative Grounded Theory study using onetime open-ended interviews with 40 volunteer physicians and 52 nurses drawn from acute care wards with mixes of heterogeneous cases in seven different hospitals in German-speaking Switzerland. RESULTS: Establishing DNAR orders in the best interests of patients was described as a challenging task requiring the leadership of senior physicians and nurses. Implicit decisions in favour of CPR predominated at the beginning of hospitalisation; depending on the context, they were relieved/superseded by explicit DNAR decisions. Explicit decisions were the result of hierarchical medical expertise, of multilateral interdisciplinary expertise, of patient autonomy and/or of negotiated patient autonomy. Each type of decision, implicit or explicit, potentially represented a team consensus. Non-consensual decisions were prone to precipitate personal or team conflicts, and, occasionally, led to non-compliance. CONCLUSION: Establishing DNAR orders is a demanding task. Reaching a consensus is of crucial importance in guaranteeing teamwork and good patient care. Communication and negotiation skills, professional and personal life experience and empathy for patients and colleagues are pivotal. Therefore, leadership by experienced senior physicians and nurses is needed and great efforts should be made with regard to multidisciplinary education.
Introduction
Since the 1980s, "do-not-attempt-resuscitation (DNAR)" orders have become common in medical practice. DNAR orders are given for 50-60% of patients who die a non-sudden death, with wide variations among countries. DNAR orders apply to only 19% of hospitalised patients in Italy, but to as many as 83% in Sweden and 86% in Switzerland [1, 2] . The frequency of DNAR decisions in which competent patients had been involved in the decision is as low as 10% in Italy and as high as 84% in the Netherlands. Several other authors reported strong reluctance on the part of medical professionals to raise the question of potential resuscitation efforts with their patients [3] [4] [5] [6] [7] [8] [9] . While U.S. law has long required that consent be given not to undergo cardiopulmonary resuscitation (CPR), neither formal legal regulations nor deontological ethics recommendations on when to proceed with DNAR orders existed until 2000 [10] . The physicians' and nurses' associations of the UK were the first Europeans to publish mutual national guidelines on DNAR order enactment in 2001 [11] . In Switzerland, the Swiss Academy of Medical Sciences very recently published guidelines on how DNAR decisions should be made and how patients and next of kin should be involved in the decision-making process [12] . These current guidelines advocate explicit discussion of DNAR orders with all competent patients and/or their relatives, unless there is an obvious reason why this would not be in the patient's best interests. Yet, in daily clinical practice, patient involvement, specific professional responsibilities and communication between professionals regarding DNAR orders remain a major challenge [13] [14] [15] . The particularity of DNAR or-ders is that they anticipate what should be done or omitted in the event of unexpected cardiopulmonary arrest (CPA), and that these anticipating orders are obviously based on hypothetical facts and scenarios, without knowing the time or circumstances when CPA will occur and what the outcome of CPR will be. It is thus a very difficult and ambitious task to obtain true, informed consent for DNAR orders. On the other hand, there is a high incidence of conflicting judgement with regard to the expected quality of life, burden of illness, and social well-being between potential candidates for DNAR and their physicians [16] [17] [18] [19] [20] [21] . Patient autonomy notwithstanding, this finding underlines the importance of the patient's involvement in the DNAR decision-making process. International guidelines further state that DNAR orders should include the coordinated expertise of interdisciplinary teams. Observations by nurses may be crucial and the importance of their input in the decision-making process is increasingly recognised. However, nurses still report frequent exclusion from CPR decisions [22] . There are very few data on the DNAR decision-making process in clinical practices that highlight the attitudes of physicians and nurses towards the involvement of other professionals and patients, the agreement and disagreements in the decision-making process and their consequences. We therefore decided to use qualitative research methodology, specifically Grounded Theory, to explore physicians' and nurses' preferences, attitudes and practices with regard to DNAR decisions, to identify the most important factors influencing the decision-making process, to analyse decision patterns and to understand the consequences of such decisions in daily work.
Methods
One-time open-ended interviews were used to collect data describing the DNAR decision-making process and emphasising meanings, experiences, and the views of physicians and nurses. To explore actual experiences an appropriate sampling strategy was adopted in acute critical care units where DNAR or CPR orders can be assumed to be part of daily practice.
Study design and setting
The nurses and physicians working in acute care settings of seven different hospitals with mixed heterogeneous cases in the German-speaking part of Switzerland (cantons of Zurich and Central Switzerland) were approached. Hospitals and wards were selected so as to include medical, surgical, emergency and ICU wards in teaching and nonteaching, rural and urban settings (table 1) . During an information session we explained the goals of the study to the staff, answered their questions, and then invited them to participate. Participation was voluntary. Participants were contacted by phone and the interviews were scheduled at places and times convenient to them. Before the interview all participants gave informed consent to have their interview recorded on tape. The open-ended, face-to-face interviews allowed the physicians and nurses to describe their experiences and general reflections on DNAR orders. All interviews were conducted by the third author, who also recorded the impressions arising from each interview and possible further questions for forthcoming interviews. The content of the interview was accompanied by a short topic guide including questions asking for explanation of actual daily practice, for narratives of good experiences with the decision-making process in relation to resuscitation orders and for attitudes to collaboration with other professionals, patients and family members. As the categories and themes emerged in the course of the study the topic guide was expanded to include the consequences of the orders according to the decision-making process. The study was approved by the local ethics committees of Zurich und Lucerne and in accordance with the Helsinki Declaration.
Sample size
The goal of this qualitative study with a Grounded Theory approach was to capture possible patterns and variation in the social process of resuscitation orders [23, 24] . It was assumed that the accounts of approximately 60 nurses and 60 physicians would be needed for data saturation (table 2). 
Data analysis
First, the data from 23 interviews were openly coded sentence by sentence, to categorise the activities and events as well as the conditions and consequences of the DNAR process and their properties. Second, in order to relate categories and their dimensions, the data were analysed by exploring similarities and differences using constant comparison and situational mapping [25, 26] . This axial coding enabled us to describe the structures of the decisionmaking processes in resuscitation orders, identify the persons involved and the underlying criteria for the decisions. Third, theoretical sampling was used to enhance variability [23] [24] [25] . Analysis of additional interviews allowed us to refine, change or confirm the categories developed and enabled us to incorporate more variations in the data. Once no new insights were found through additional interviews, we assumed saturation and stopped collecting data. This was achieved after 69 additional interviews, bringing their total to 92. All were included in the analysis. At this stage the analysis included 4942 relevant quotes from which 58 categories were built as main elements of the decision process. All categories had to be underlined by several quotes. From the categories a model of three decision-making phases and patterns of decision-making was developed by the first, second and third authors. Considerable efforts were made to confirm that the findings reflected the participants' experiences. In addition to the discussion with all members of the research team and other experienced qualitative researchers, the emerging model was presented and discussed with physicians and nurses from three of the participating hospitals. They deemed the model to mirror their experience well.
Results

Figure 1
Model of DNAR decision-making.
Many participants reported that discussing possible DNAR orders with patients was an extremely delicate matter but a necessary/indispensable professional task. They emphasised the importance of professional experience and of senior physicians as role models. Decisions on CPR/DNAR were not described as discrete events but as cascades of decisions and actions. The contribution of different healthcare professionals, the range of professional experience, anticipated health outcome, interactions with patients and families and institutional rules produced a variety of decision processes. The descriptions by the participants showed that CPR/DNAR decisions are the product of three distinct decisional phases: 1) the phase of implicit decision, 2) the phase of explicit decision, and 3) the phase of reconsidering decisions.
Phase 1: The implicit decision
The implicit decision is regulated by institutional rules, generally representing institutional orders in favour of CPR and rarely tailored to the specific situation of individual patients. Typically, such implicit decisions were valid in emergency rooms, during the first 24-48 hours of hospitalisation in intensive care units, and regularly used on surgical wards. A nurse said, "It doesn't matter whether the patient is 95 years old, lives in a nursing home, or complains about his or her health. This "yes" [in favour of CPR] will remain for at least 48 hours after surgery." Participants argued that in the phase of implicit decision, the focus was on diagnostic and therapeutic procedures and often only medical facts were at the staff's disposal. Pertinent information about a patient's personal situation and his/her wishes and preferences was not available and/or was not considered to be important at that time.
Phase 2: The explicit decision Most physicians and nurses emphasised the temporary nature of implicit decisions and judged that they should be reconsidered as soon as possible. Willingness to make a decision explicit through discussion and reflection differed among the wards. Whereas CPR/DNAR orders were discussed on a daily basis in most intensive care units, reluctance to consider new orders was remarkable on surgical wards. The explicit decision process consisted in seeking consensual decisions on CPR/DNAR orders. This process Once the adequacy of the implicit order was questioned, evaluation of an explicit DNAR order started within the teams. For this evaluation, on the one hand, physicians as well as nurses relied on "hard facts" such as medical, disease-centred knowledge to justify their decision. On the other hand, they considered "soft facts" such as the patients' outlook on the world, their experience with the illness, their suffering, the impact on their quality of life and social connections with families and friends. These elements were regarded as individual-centred knowledge of the patients and their next of kin's everyday world. The healthcare professionals reported that these different types of information were weighed and combined in various ways depending on the professionals' role, power and experience, translated in a continuum between "an individual's decision" and "a team decision" on the one hand, and between an everyday world-centred and a medical prognosis-centred decision on the other. This essentially results in four patterns of consensus pursuit and decisionmaking for explicit orders: 1) hierarchical medical expertise, 2) multilateral medical expertise, 3) patient autonomy, and 4) negotiated patient autonomy. 
Consensual nature of CPR/DNAR orders
Any of the four patterns of explicit orders described above could represent a consensus or provoke disagreement or even a conflict, depending on the concrete situation and the persons involved. The most serious and most frequent disagreements were described when a physician acted exclusively on his or her authority (pattern one) and collaborators thought that the subject should have been discussed within the interdisciplinary team and/or with the patient/ next of kin. Participants stated that sometimes professionals were caught up in "who-has-the-power-to-decide" arguments, with discussions ending in trench warfare between nurses and physicians. In these situations, interdisciplinary teamwork put in question by negative emotions and stereotypes such as "nurses are too emotional to decide" or "physicians know the results of diagnostic tests; nurses know the patients."
On the other side of the spectrum, well-accepted decisions typically combined profound, mutually respected medical and nursing expertise, communication and negotiation
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Swiss Med Wkly. 2011;141:w13157 skills, common sense and life experience coupled with empathy for patients and colleagues. As a physician who was the head of department stated, "I appreciate physicians with a feeling for human beings, for colleagues and patients: educated physicians -educated in the sense of having a fine grasp on personhood." Experienced professionals with well-developed professional and social skills were described as being able to pragmatically move back and forth between the four patterns, depending on the situation.
Phase 3: Reconsidering decisions
The fact that the decision in favour or against CPR was or was not the result of a team consensus had practical consequences. Consensual decisions were accepted even when they contradicted personal opinions. "Acting professionally as a nurse comes natural to me, even if I personally do not agree with the CPR decision. We work together and decide together on how to proceed for the good of the patient." Non-consensual decisions, however, were prone to involve team conflicts and non-compliance. In cases of dissent the nurses in particular felt heavily burdened and often insisted on further discussion, hoping to achieve consensus after all. In order to clarify the situation, they first sought to have the order reconsidered by using the following strategies: Collecting additional facts pertaining to their patients before re-initiating the discussion; waiting until another physician was on duty; asking the head of department to change the orders; or encouraging the patients and/or their relatives to discuss the matter with the attending physician. Occasionally there were situations when the nurses' input was simply not heard. In such instances they considered disobeying the existing orders, either openly or secretly. Sometimes an entire team chose to disobey the order and refused to initiate resuscitation procedures if CPA were to occur: "The resident as well as the nurses did not agree with the decision of the head of department. We decided not to act in the event of CPA. That was a collective decision." Such situations were stressful for all those involved and had dysfunctional long-term effects on the teams. As nurses felt they were the closest to the patients, the most knowledgeable about their needs and most able to detect minor changes in their condition, they felt it was their right and duty to question CPR decisions frequently. 
Discussion
To our knowledge this is the first study to analyse the decision-making process pertaining to CPR/DNAR orders and to explore the views of nurses and physicians who work in various acute care settings [27] . Most healthcare professionals stated that establishing DNAR orders in the best interests of the patient is a challenging task that needs professional, human and relational expertise and that should not be left to junior physicians. Fundamentally there are two types of decision, implicit and explicit ones; the implicit decisions follow institutional rules, the explicit ones result from 4 patterns of decision-making. Implicit and explicit decisions potentially represent a consensus. Achieving a consensual decision is crucial, whereas the negotiation process by which the consensus is reached is less important. Non-consensual decisions lead to non-compliance and provoke conflicts, be it on the personal or team level. The meaning of a DNAR order is not unequivocal and definite among all healthcare workers. DNAR orders have direct implications for patient care. The study revealed the central importance of negotiation and consensus. By analysis of the open-ended interviews it was possible to formulate a decision model consisting of three decision phases, as illustrated in the figure and described in detail in the results section. Experienced professionals with well-developed professional and social skills were described as being able to move back and forth pragmatically between phases and patterns, depending on the situation. Whatever the predominant pattern, the key element for satisfaction and compliance with the decision was that the decision process had been interdisciplinary and consensual, integrating the nurses' observations and views. A consensus did not mean that all team members had to share the same opinion, but that the expertise and perspectives of different members of the team had become part of the decision. The presence or absence of consensus therefore conditioned phase 3. If a consensus was reached, the nurses adapted their care plan, putting more emphasis on patient safety when an order in favour of CPR had been given, as opposed to more emphasis on patient comfort when a DNAR order had been issued. A finding we consider important is that nurses and physicians alike stated that in some situations, DNAR orders in-fluenced the delivery of nursing care as they shifted its focus. The statements in phase three show that DNAR orders made it possible to emphasise palliative nursing interventions, to maintain closer contact with relatives and allow the patient a dignified end, but in no way to "hasten that end," as described by other authors [28] [29] [30] . A DNAR order did not imply "restricted nursing care" or, in extreme cases, "no nursing care" [31] . Although the intention and necessity to keep DNAR orders strictly separate from other treatment plans was broadly accepted among participants, they emphasised the difficulty of separating them in some cases. Participants from ICUs reported that they differentiated among orders ranging from DNAR to full CPR, comprising as many as four different levels of advanced life support such as mechanical ventilation or vasopressor support. They emphasised that these levels ease customisation of individual treatment plans but heighten the difficulties experienced by many participants in unambiguously isolating the kind of treatments that are exclusively associated with near death or CPA. The quote of a physician, "DNAR allows passing away with dignity, without chemotherapy and all that stuff, painlessly and fast" illustrates particularly well the confusion which may exist between the decision against active treatment of an incurable disease and the decision not to intervene in the event of CPA, i.e. a DNAR decision. Several authors have shown that the treatment of patients with DNAR orders in terminal care was significantly limited [30] , and up to 6.5% of physicians and 15% of nurses considered certain interventions inappropriate when combined with DNAR orders [29] . The recommendations on DNAR orders by the Swiss Academy of Medical Sciences and the British Medical Association both state that neither DNAR orders nor DNAR intentions expressed by patients should influence medical treatment or care [12] . They allude to potential treatment restrictions that are not in relation to near death or CPA. We deem it important to underline that for dying patients with DNAR orders, it may be appropriate to limit other active treatment options (e.g., antibiotics, transfer to ICU), while this should not be the case for patients not suffering from an incurable disease. Our findings also showed that if there was no consensus nurses had a more marked tendency than physicians to stimulate reconsideration of the order established, moving back to phase 2. When team members felt that their opinion was not taken seriously, they sometimes considered noncompliance. Our findings are in accordance with literature data indicating that nurses would not start CPR on a substantial number of patients regardless of their DNAR status [22] . This noncompliance deserves special attention, given that choosing not to attempt CPR is a straightforward clinical decision with immediate consequences that raise ethical and legal concerns. Furthermore, non-compliance within the healthcare team can raise conflicts on the team level as well as the individual level, and can lead to long-term dysfunction and even burn-out [32] . Moreover, we were able to establish for the first time that non-consensual decision-making is the principal cause of such non-compliance. Recognising a non-consensus should encourage the optimisation of the doctor-nurse relationship and, in turn, urge them to seek a consensus, all of which results in better healthcare practices. Official guidelines recommend that the clinician in charge with the most seniority, ideally a consulting physician, the GP or an experienced nurse, should decide on CPR/DNAR orders [33] . As in other studies [34] , our findings showed that the realities of daily clinical practice often preclude compliance with such recommendations, and that young interns and residents are often responsible for DNAR orders. This can be explained by the way work is organised in Swiss public hospitals: junior physicians are usually the first and principal discussion partners of patients and next of kin, and it is they who write most of the medical orders. Nevertheless, the participants in our study stressed that in their opinion the most experienced healthcare professionals should be responsible for decisions in favour or against CPR, and that this would guarantee good clinical practices. Young staff members, head nurses and chief physicians alike confirmed this standpoint, emphasising the need not only for profound medical and/or nursing expertise, but also for life experience and social skills. Contrary to junior physicians and nurses, senior physicians and experienced nurses were described as being able to grasp the clinical situation rapidly, to reach a progressive understanding of the patient's history and response patterns, and to integrate all of these components as basic elements in their clinical judgment. Our findings therefore support the claim for senior leadership in British and Swiss recommendations. Obviously, however, major educational efforts are needed to translate these claims and profound convictions into everyday practice. Senior leaders can lead the discussion after listening to and disseminating narratives of shared practice that can open up common ground for all involved parties, allowing them to reinterpret and learn from each other's experiences [35, 36] . The model presented may itself make it easier for practitioners to reflect on their own practice and patient care [37, 38] .
Limitations of the study Our study involved respondents in a limited number of care settings and was limited to the German-speaking part of Switzerland. The study may therefore lack important structural and cultural diversity. Future studies should be undertaken in other care settings and cultural environments.
Conclusions
This Grounded Theory study made it possible to develop a DNAR decision model. The model emphasises the coexistence of implicit and explicit decisions as well as the consequences of such decisions. It shows that reaching consensual decisions is crucial and that non-consensual decisions open the door to individual counter-decisions that may imperil professional integrity and the patients' needs. CPR/ DNAR decision-making requires high social skills and profound medical and nursing expertise. Hence leadership by experienced senior physicians and nurses is needed. They can be the expert coaches on the wards who initiate reflection and discussion on ethical issues, and can also counsel residents and nurses in decision-making and consensus formation. To improve the DNAR decision-making process
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